A study of maternal attitudes and the results of clinic contact in fifteen cases referred to the Providence Child Guidance Clinic because of enuresis. by Hall, Burton Fay
Boston University
OpenBU http://open.bu.edu
Theses & Dissertations Dissertations and Theses (pre-1964)
1951
A study of maternal attitudes and
the results of clinic contact in
fifteen cases referred to the
Providence Child Guidance Clinic
because of enuresis.
https://hdl.handle.net/2144/10836
Boston University
-1 
I ~Q~ \ S 
\ ~ t.\ )\ 
\ '\<;\ 
BOSTON UNIVERSITY 
SCHOOL OF SOCIAL WORK 
A STUDY OF MATERNAL ATTITUDES AND THE 
RESULTS OF CLINIC CONTACT IN FIFTEEN 
CASES REFERRED TO THE PROVIDENCE CHILD 
GUIDANCE CLINIC BECAUSE OF ENURESIS 
A thesis 
Submitted by 
Burton Fay Hall 
(A.B., University of Rhode Island, 1949) 
In Partial Fulfillment of Requirements for 
the Degree of Master of Science in Social Service 
1951 
UNIVERSITY 
SC-tO.:,L OF SOCIAL WORK 
LI B!<A <Y 
I 
_j --
TABLE OF CONTENTS 
CHAPTER PAGE 
I Introduction 1 
Purpose 2 
Method 3 
Limitations 4 
II Setting of the Study 6 
III Theoretical Discussion of Enuresis 15 
IV The Group as a Whole 28 
v Case Presentations 36 
VI Summary and Conclusions 69 
LIST OF TABLES 
TABLE PAGE 
I Test Findings in the Fifteen Oases Under 28 
Study 
II Intelligence of the Children in the Fifteen 29 
Oases Studied 
III Distribution of the Fifteen Oases According 30 
to Sex 
IV Position in Family of the Enuretic Child in 30 
the Fifteen Oases Studied 
V Distribution of the Fifteen Children Accord- 31 
ing to Age 
VI Duration of Problem 32 
VII Attitudes for the Group as a Whole 33 
VIII Attitudes in Oases Where Client Withdrew 34 
IX Attitudes in Oases Where Client Did Not 34 
Withdraw 
X Results of Clinic Contact in the Fifteen 35 
Cases 
A STUDY OF MATERNAL ATTITUDES AND THE RESULTS OF' 
CLINIC CONTACT IN FIFTEEN OASES REFERRED TO THE 
PROVIDENCE CHILD GUIDANCE CLINIC BECAUSE OF ENURESIS 
Chapter I 
INTRODUOTI ON 
In the years January 1947 through September 1950 1 665 
cases by actual count of the intake book were accepted for 
treatment at the Providence Child Guidance Clinic. Of the 
cases selected for treatment, 54 clients during the intake 
interview gave enuresis as a problem for which they were 
seeking help for the child. This is 8.1 per cent of the 
total cases accepted for treatment. A study made by Leo 
Kanner 1 states that of all the children referred to their 
clinic for psychiatric consultation, not less than 26 per 
cent came with enuresis as a major complaint. The medical 
director at the Providence Child Guidance Clinic feels it 
is a common symptom among the children she has seen for 
treatment. 2 
According to the director, enuresis is a neurotic 
trait, a symptom of insecurity and immaturity belonging to 
1 Leo Kanner, Child Psychiatrz,p. 231 
2 Gertrude Muller, M.D., 
March 7, 1951. 
Interview with writer, 
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a large group of symptoms including excessive masturbation, 
nail-biting, and thumbsucking. But she feels parents are 
generally more concerned over the symptom of enuresis be-
cause of its social aspects. The director further feels 
that treatment of the anuretic child is difficult because 
therapy in such cases is of long duration and the parents 
are usually unable to accept long term treatment for the 
anuretic child. 
Because enuresis is such a common problem and because 
it is found in so many different types of parent-child re-
lationships, the director feels it is difficult to see any 
patterns in parental attitudes. In most instances she feels 
the child is regressing to an infantile and immature level 
due to relationships within the home. These two factors; 
the many different attitude patterns and the difficulty of 
clinic treatment for the anuretic child because of parental 
attitudes, form the basis of this study. 
PURPOSE 
The writer will attempt to study fifteen cases with an 
intake symptom of enuresis that were seen at the Providence 
Child Guidance Clinic during January 1947 - September 1950. 
The questions raised included; what is the mother's atti-
tude toward the child, how does she use the clinic in terms 
of her child, of herself, and how successful is clinic treat-
ment for the anuretic child. The study will be an attempt 
oli=== =======~-=== --
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to answer these questions in as far as is possible within 
the limitations. 
METHOD 
The writer used fifteen cases taken from the files of 
the Providence Child Guidance Clinic in which enuresis was 
given at intake by the parent as a complaint, problem, or 
symptom. 
In selecting the cases for the study the intake book 
was consulted. This book is used during intake conferences 
as a source for recording certain information about the 
client which has first been recorded on a face sheet d~ing 
the client's initial interview. For the purposes of this 
study only those cases accepted for treatment were used. 
The writer then examined the 54 cases during the years 
1947 - September 1950 where enuresis was listed as a problem. 
From this group those cases were eliminated where the parent 
was _not seen for three or more intervie~s, since the writer 
felt a more valid ·and reliable evaluation may be observed 
where the parent had several interviews with a social work-
er. A,further number of cases were eliminated where the 
adult bringing the child to the clinic was not the child's 
own parent. This eliminated those cases where the child 
was brought by a relative, foster parent, or guardian, 
a ince such cases would not fit into the purposes of this 
study. 
3 
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The writer also limited the selection of cases re-
ferred as enuresis by using only closed cases for study. 
After the above criteria were applied the writer chose 
for the study the first fifteen cases which fell into this 
group. 
A schedule was formulated (see appendix) covering in-
formation upon which the study is based. The schedule was 
filled out on each case from the material in the record 
and the resulting information was studied in the light of 
the purpose of this study. 
LIMITATIONS 
This study is limited to case material obtained from 
the Providence Child Guidance Clinic and any conclusions 
made by the writer can only pertain to the fifteen cases 
studied because of the relatively small number. 
There were differences in the recording techniques of 
the social workers involved in each case and in the amount 
of material recorded by the psychiatrists 1 psychologists 1 
and social workers; therefore some records were more com-
plete than others. Much of this study is based on clinic 
findings and in each instance the thinking of the clinical 
staff involved was accepted as final. There was no attempt 
made to evaluate or to criticize one way or another the work 
done by staff members. In many of the cases a full evalua-
tion was included at the termination of contact and in such 
4 
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instances this was used by the writer. 
II 
I 
CHAPTER II 
SETTING OF THE STUDY 
The setting for this study is the Providence Child 
Guidance Clinic, which is the only social agency of its 
type in this city. There are other agencies in the city 
that deal with parent-child relationships but, as yet, none 
of them function through the team approach, as the term will 
be applied in this discussion: a psychiatrist, psychologist, 
and social worker employed on a full-time basis, working 
together with each contributing from his own specialty to-
ward a diagnosis and/or a treatment plan for the individual, 
where both parent and child are seen and for which the basis 
of the problem is an emotional disturbance. 
The clinic works closely with other agencies in the 
matter of referrals, depending on the focus of the parti-
cular case involved. Where the problem is seen to be one 
of organic disturbance, referrals are made to other resources 
wherever it is felt the child can benefit from such referral. 
The use of referral entails the utilization of the entire 
team, since in most instances a diagnostic study will be 
made. This includes psychological testing, one or more 
interviews with the parent by a caseworker, and one or more 
interviews with the child by the psychiatrist. 
The clients who come to the clinic for help make their 
initial contact from a wide variety of sources. In many 
6 
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instances the parent first contacts the clinic following 
talks by staff members at various clubs, organizations, and 
parent groups. It is also not infrequent for a parent to 
contact the clinic on the suggestion of a former client. 
Other sources of self-referral are newspaper and magazine 
articles and stories. One client in this study contacted 
the clinic because she had read an article in True Story 
magazine which said a child with enuresis should be seen 
by a child psychiatrist. 
Many referrals are made by family physicians and the 
clinic has noted that such referrals are of a steadily in-
creasing number. Social agencies, both public and private, 
use the clinic as a source of referral, as do the various 
school departments. So it can be said that the Providence 
Child Guidance Clinic has become a definite part of the com-
munity and serves the community as a resource for treating 
children with emotional problems on an outpatient basis. 
The broad function of a Child Guidance Clinic accord-
ing to Stevenson is to -
p. 1. 
11marshall the resources of the community in behalf 
of children who are in distress because of unsatis-
fied inner needs, or are seriously at outs with their 
environment--children whose development is thrown out 
of balance by difficulties which reveal themselves in 
unhealthy traits, unacceptable behaviour, or inability 
to cope with social and scholastic expectations". 2 
2 George S. Stevenson, M. D., Child Guidance Clinics, 
7 
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This statement expresses two aspects of the child who is 
seen at a Child Guidance Clinic. One aspect is the child's 
unmet inner needs and the other his expression of these needs, 
whether it be through anti-social behavior in the home, the 
school or community, or through symptoms or habits. The 
clinic treats not merely the manifestations of the child's 
problem, but the total child as well. It is not enough to 
relieve or remove the result of the inner conflict, the con-
flict itself is dealt with in order to help the child in 
his total adjustment. 
The treatment of the child, although the central focus 
of child guidance work, represents but one aspect of the 
clinical approach at the Providence Child Guidance Clinic. 
Of equal importance is the role of the parent in the clinic. 
Only in the last decade has the emphasis in child guidance 
shifted from treatment of the child to treatment of the 
parents as well. In the first days of the child guidance 
movement, treatment centered entirely around the child and 
there was no attempt to include the parent other than to 
seek his assistance in gaining factual material. Even in 
the earlier days it was found that when a child made im-
provement there was often a change in the parents' attitude 
and she became less anxious and tense. But on the other 
hand it also was becoming evident that as the parent became 
better adjusted, less anxious and more stable emotionally, 
8 
the child in turn tended to improve depending on the nature 
of the problem and the degree of disturbance. As the body 
of knowledge dealing with the interchange between parent 
and child became formulated and the effect the emotional 
life of the parent had on the child became evident, there 
came a new emphasis on changing or modifying the attitudes 
of parents in order to create a more favorable environment 
3 for the personality growth of the child. 
At the Providence Child Guidance Clinic the child in 
most ins t ances is seen by the psychiatrist while the parent, 
usually the mother, is being seen by a psychiatric case-
worker. There are exceptions t o this general policy oc-
cu~ring when the psychiatrist who feels the child is only 
mildly disturbed may decide to have him seen by a case-
worker, or if the nature of the case is such that a worker 
would achieve the best therapeutic results with the child 
he will then be seen by a worker. The aim of the work 
with the child is to gain insight into his emotional 
problems through direct convers ation with him and/or 
through play therapy in which the child acta out his prob-
lema in a permissive atmosphere. By these means the child 
is helped to reach a more satisfactory solution to his 
conflicts and to relieve anxiety. 
3 Percival M. S~onds, The Dynam~~~, of Parent-Child 
Relationships • pp. 132-133. 
9 
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The role of the psychologist is to teat each child 
whenever it is felt to be a necessary aid in formulating a 
diagnosis. In practice at the Providence Child Guidance 
Clinic every child is tested with few exceptions. The tests 
most common.ly used are the Stanford-Binet 1937 revision, the 
Wecheslar-Bellevue Intelligence Scale for adolescents and 
adults, the Goodenough drawing of' a man, and the Rorschach. 
Other devices are used when felt necessary. Test findings 
are generally interpreted by the psychologist into terms 
of dynamics and dis cuss ions are included in most of the 
case records. These discussions have been utilized in 
the case presentations of this paper. 
The role of the psychiatric caseworker is geared toward 
working with the parent in the area of her relationship with 
the child. At the outset the parent generally has only a 
vague idea as to his or her role in treatment. At the Provi-
dence Child Guidance Clinic the function of the agency and 
the parent's role is discussed during the intake interview 
in an effort to work through the parent's initial resistance 
so she will better know what is expected of her. It is of 
importance that the parent come to accept her role as a 
patient at an early point in the contact, rather than to 
find that she is expected to fall into such a role after 
several interviews have been held. 4 
4 Ibid. I p. 144 
10 
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In concentrating attention upon the parent's feel-
ings and his thinking about causes for the problem, 
the parent's anxieties as well as his eagerness for 
a specific and immediate solution to the problem are 
generally dispersed by his new-found interest in 
participating with clinic study plus the given op-
portunity to express his own feelings to an interested 
and understanding professional person. This combined 
emphasis--the worker's interest in the parent as a 
parent and as a person, and the worker-parent rela-
tionship instigated to help the child--dispels for 
the parent the concept that he is coming to the 
worker for himself as a patient •••• He (the parent) 
is coming to the worker for help for himself as a 
parent, and to give his help in clinical treatment 
of his child. He thus is fulfilling his job as a 
parent in a clinical relationship with the worker, 
which is primarily a relationship wherein he gives 
and takes. 5 
The aim of treatment with the mother is to help her 
express as freely as possible her feelings toward those 
in her environment who have gone into making her the type 
of person she is today. These include feelings about her 
children, her husband, her relatives, friends, enemies, 
and even the clinic. The goal of therapy is the release 
of these feelings and an accompanying alleviation of 
guilt and anxiety brought about by the acceptance of the 
caseworker. Expressions of repressed hostility permits 
the expression of more positive feelings and enables the 
parent "to see herself in a different light, to tolerate 
6 herself, and hence to gain insight". 
5 Nolan D. Lewis, M.D., Bernard L. Pacella, M.D. 
Modern Trends in Child Psychiatry, p. 330. 
6 Ibid., p. 148. 
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Wickman considers the increased acceptance of hostile 
feelings to be the outstanding progressive development in 
long term treatment. The expression of these feelings is 
accompanied by greater freedom in expression of positive 
feelings in the parent's relationship with her child and 
with others. When the mother becomes less guilty in re-
lation to her hostile feelings toward her child during the 
course of treatment and more confident of herself as a 
parent, she tends to show her positive feelings toward her 
child more freely. 7 
The goal of treatment is in most instances determined 
by the client and not the clini c, for to do otherwise would 
be imposing feelings and attitudes held by the worker onto 
the client thus hindering the free expre~ion of the client's 
feelings. The client will participate in the treatment plan 
only in so far as he is able to use the relationship af-
forded by the worker. The relationship is the basis for 
any treatment plan with the parent and such factors as 
acceptance, permissiveness, and confidence in the client 
go into building that relationship. In this atmosphere 
the parent feels he is accepted as he is with all his 
strengths and weaknesses and slowly gains more confidence 
in himself as a parent and as a person. 
7 Katherine M. Wickman and Williams. Langford, M.D., 
~5g~n~~r~~t o~¥hgg;j~h~~t~y :s~g~;afi;cNg:iH;c~p-~If!r±~t~, ·· p. 220 
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Resistance on the part of the client is seen frequently 
in child guidance work, as it is to a larger and lesser de-
gree in all areas of casework. In general, it is the re-
luctance of a client to proceed in the elaboration of feel-
ing. Resistance takes many forms and may be revealed through 
the client's breaking appointments, being late, confining 
discussion to less important topics, long pauses, criti-
cizing the worker or clinic, or withdrawing entirely from 
treatment. Resistance should be dealt with as it arises 
during the course of treatment by encouraging the client 
to discuss it freely. 
In addition to the direct work with parents and 
children, the clinic holds weekly staff conferences in 
which t he three disciplines, caseworkers, psychiatrists, 
and psychologist, meet together to discuss various current 
cases, either treatment cases, or diagnostic studies. Dur-
ing the course of the conference all aspects of the case 
are presented and decisions are usually made as to future 
treatment plans. It is in these conferences that the team 
approach of the clinic takes on its fullest meaning, al-
though it is operating at all times during the client's 
contact with the clinic. 
A weekly intake conference is also held in which the 
psychiatrist and social service department meet together 
to discuss intake interviews held during the preceeding 
I 
--I 
week and to come to a decision as to the clinic's role in 
the case, whether to accept it on a treatment basis, as a 
diagnostic study, or whether referral would best meet the 
client's needs. Since the clinic has no intake worker . most 
of the screening is done at these weekly conferences. 
The staff at present consists of one full-time psychia-
trist, one part-time psychiatrist, one clinical psychologist, 
a chief psychiatric social worker, and a psychiatric social 
worker. In addition the clinic serves as a training center 
for students and at present there are three students from 
schools of social work receiving their supervision and 
field work training there. The relatively small size of 
the staff determines in some measure the length of treat-
ment afforded to parents and children with the general feel-
ing being that short-term treatment for many clients rather 
than long-term treatment for a lesser number, best serves 
the community needs. 
14 
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CHAPTER III 
THEORETICAL DISCUSSION OF ENURESIS 
The literature concerned with the problem of enuresis 
reveals a wide divergence of opinion both as to its etiol-
ogy and to the proper methods of dealing with it in medical 
practice, in psychiatry, and in the home. That it is a 
real problem is evidenced by the large number of enuretic 
children found in various surveys and studies. A survey of 
1000 unselected children in the out-patient department of 
Bellevue Hospital showed that twenty-five percent wet them-
selves during the night or day or both. This included child-
ren in whom the basis was grossly organic. But according to 
the study, such children constituted only a small portion of 
the cases. 
The Bellevue hospital series is certainly not 
representative of the general population and is 
due to special sociological conditions. But the 
figures nevertheless, give some measure of the 
frequency of the condition and indicate that it 1 is one of the most common disorders of children. 
The author of this article also mentions a study 
2 
made by Addis who examined the records of six child 
guidance clinics. Her findings were that eighteen percent 
of the children had nocturnal enuresis. 
1 Harry Bakwin, M.D. "Enuresis in Children" Journal of 
Pediatrics, Vol. 34, 1949, pp. 249-250. 
2 R. S. Addis, 11 A Statistical Study of Nocturnal Enu-
resis", Archives of Diseas~s of Children, Vol. 10, 1935, 
p. 69. 
15 
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As stated in Chapter I of this paper, Leo Kanner found 
that of all the patients referred to him for psychiatric 
consultation in a clinic, not less than twenty percent came 
with enuresis as a major difficulty. Other studies reveal 
somewhat similar percentages of anuretic children seen at 
clinics of one sort or another and further bare out the 
common nature of the problem. 
According to Bakwin, enuresis is the repeated involun-
tary discharge of urine after the third year of life, al-
though he recognizes that the time when children acquire 
bladder control varies widely. His choice of the third 
birthday is therefore arbitrary. 3 Stockwell and Smith state 
that "any child who has reached the age of three years and 
has then or at any age thereafter urinary incontinence when 
asleep, either diurnal or nocturnal or both, we consider to 
4 have enuresis". 
English and Pearson give two general classifications 
of children that can be considered to be enuretic. Those 
where wetting has been persistant from birth and those where 
5 
the child began to wet after a dry period. 
3 Bakwin, op. c i:_t., p. 249. 
4 Lloyd Stockwell, M.O. and Clinton K. Smith, M.D., 
"Enuresis: A Study of Causes, Types and Therapeutic Results," 
American Journ-al of Diseases of Children, vol. 59, 1940. 
5 0. Spurgeon English, M.D. and Gerald H. Pearson, M.D. 
Common l'ieuros es of Children and Adults, pp. 121-129. 
16 
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The writer feels that a brief discuss ion here of the 
physical development of normal bladder control would be of 
interest, since it is during this period that much of the 
groundwork for enuresis is laid. Gesell gives a rather 
complete explanation of normal development of bladder con-
trol which follows. 
The excretory functions are governed by a combination 
of voluntary and involuntary mechanisms. When bladder 
and bowel are empty or partially filled, the urethral 
and anal sphincters {ring like muscles) are kept in 
tonic contraction by the sympathetic nervous system. 
This mechanism takes care of itself: it is involuntary. 
When the contents of bowel and bladder reach a certain 
level (which varies greatly with conditions and indi-
viduals), the sphincters relax; the smooth muscles of 
the containing walls contract; the contents are ex-
pelled. Here again the basic mechanism is involuntary. 
It is essentially the only mechanism which operates in 
the early months of infancy. As the child grows older, 
a higher mechanism is gradually superimposed upon the 
lower. Increasingly complex connections are made with 
nerve fibers which go to and from the brain. Voluntary 
control becomes possible only as these nerve connections 
take shape. Sphincter control, as we sometimes call it, 
therefore depends not upon "will power" but upon nerve 
cell structures which have to grow. All toilet train-
ing must defer to the maturity of the child's nervous 
system. 6 
Bakwin lists what he feels to be the three major schools 
of thought as to the causes of enuresis in children. 7 The 
first of these is the urologic viewpoint which holds that 
enuresis is due to anatomic defects in the urinary tract. 
6 Arnold Gesell, M.D. and Frances L. Ilg, M.D. The 
Child from Five to Ten, p. 37. 
7 Bakwin, ~· cit., pp. 252-255. 
17 
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The second school believes enuresis to be an undesirable 
habit, the result of improper training. The feeling of 
proponents of these theory is that postponement of toilet 
training arouses the child's antagonism. He than favors 
wetting to annoy his parents. This makes the habit of enu-
resis an emotional scene whereby the child becomes the center 
of the stage. Holders of this point of view, according to 
Bakwin 1 feel that the child's enuresis may also be due to 
an excessive emotional dependency on the mother and a vague 
desire to continue the period of infancy. The third school 
of thought given by Bakwin is the psychiatric school which 
looks upon enuresis as a disorder of the personality and is 
one manifestation of a general disturbance of behavior. 
Bakwin rejects reliance on any one school of thought feel-
ing that enuresis has been cured by a host of unrelated 
remedies which bore no relation to the etiology of the con-
dition. Margaret Gerard 8 in a study of seventy two cases 
of enuresis found that in seven cases enuresis was due to 
physical causes. The remaining cases presented definite 
neurotic patterns of which wetting represented one symptom 
in the syndrone. Eight children were found to have never 
responded to training and five of the mothers of these eight 
children openly rejected the child. The other forty-six 
children represented what Gerard felt to be the most common 
8 wargaret W. Gerard M.D~ 1 "Enuresis: A Study in Etiology 1 American Journ~1 of urthopsychiatry, 1939 pp. 48-59. 
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form of enuresis. They presented neuroses in each of which 
was found a distinct and similar clinical syndrone. 
The remainder of this chapter will deal with a more 
detailed discussion of the psychological factors involved 
in enuresis and the role the parents play in ita etiology. 
Gerard found in her study that the anuretic boys tended to 
be passive, retiring and self depreciatory. They avoided 
rough games and were slow in their activities. The girls 
on the other hand appeared more normal in their manifest 
behavior. All were active, the majority leaders among the 
girls. In play they had a strong competitive attitude to-
9 
ward boys. 
Six children in this study were psychoanalyzed and it 
was found that the boys revealed a fear of women as dangerous 
persons who could injure or destroy them if they themselves 
were active. Therefore they identified with women in the 
form of a passive attitude and avoided the active role of 
the male. Each girl feared men as destructive aggressors 
who could injure her in his activities. She therefore de-
nied men their abilities, eliminating them from existence 
in her fantasies and yet identifying with the active male. 
Enuresis in the girl represented an active destructive 
provess. English and Pearson hold a somewhat similar view, 
9 Ibid., pp. 48-58. 
19 
stating that in one of the fairly common types, enuresis 
is associated with other more important symptoms of person-
ality maladjustment. In this type the girl is seen as a 
person who is extremely ambitious and must be first in 
everything and must at least be equal if not surpass any 
10 boy. 
Kanner noted a general immaturity in a majority of his 
patients but refrained from stating that boys and girls re-
vealed any typical behavior patterns. He noticed that 
twenty-four percent of the children were restless and hyper-
active, thirty-nine percent were complaining and nine percent 
11 
were hypersensitive. 
Many types of enuresis and theories of psychological 
causes are included in the literature. English and Pearson 
list several including the type mentioned above. Among these 
are enuresis due to fancied castration, regressive neuroses 
where the child returns to an earlier level usually due to 
the birth of a sibling, revenge enuresis where the child is 
striking back at a rejecting parent, and enuresis resulting 
12 
from lack of training. In regard to the many studies 
made to differentiate or classify anuretic children into 
10 0. Spurgeon Englishand Gerald H. Pearson, Emotional 
Problems of Living, pp. 213-214. 
11 Leo Kanner, Child P~ychiatry, p. 239. 
12 English and Pearson, ~· cit., pp. 215-219. 
20 
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types, of which the above is one example~ Kanner feels that 
the analysis of his clinic material so impresses him with 
the great manifoldness of the personal and environmental 
features that he prefers to deal with individuals rather 
than with groups. In connection with this he states: 
The psychoanalytic school was quick to evolve a theory 
of its own, or rather, one of the several theories it 
evolved has been more widely accepted by its adherents 
than the others. For almost every author has some-
thing original to contribute, not so much in the realm 
of factual observation as in the field of interpretation. 
Thus, we are told that enuresis represents a wishful-
filling regression to the early stages of infancy; 
that it serves women and girls as an expression of 
the castration complex ••••• that in boys it is a form 
of identification with the father, in that it symbo-
lizes ejaculation and thus unconsciously fulfills the 
unconscious desire for potency. The most popular 
psychoanalytic theory claims that enuresis is a sub-
stitute for masturbation. 13 
Most studies describing enuresis as an emotional problem, 
however, do agree that the child is reacting to conditions 
existing within the family, and even where t he children are 
classified or 11 typed 11 the fundamental basis for the enuresis 
seems to stem from factors operating in the child's primary 
unit. There is also somewhat general agreement that enu-
resis is in most instances not an isolated phenomena but 
is found in conjunction with other symptoms and problems. 
In these instances where the child is emotionally healthy 
in other areas, enuresis would seem to result from a lack 
13 Kanner, .QE.• ill•, p. 237. 
=-===--- -=-~ --=-= 
of training or in the case of an organic disorder of the 
bladder f unction it would seem to result from the disorder. 
But even in such cases, the child's enuresis would result 
in t he formation of certain attitudes in his mind and in the 
minds of those about him. Emotional factors would seem then 
to be present regardless of the basic cause of the disorder. 
Kanner feels that the disorders associated with enuresis 
state better than anything else the futility of treating 
enuresis rather than the total cchild "with all his problems 
14 
and peculiarities and traits". At another point he states, 
11 We have tried to demonstrate that in the individual cases 
different factors may be at work, combining themselves in 
practically every imaginable manner. We must further be 
prepared to treat not the enuresis but the anuretic child 
with all his difficulties ••••• ". 15 
Similarly, many studies have pointed out the difficulty 
in classifying definite parental attitudes toward an anuretic 
child, although there are certain attitudes that seem to ap-
pear in a somewhat consistent manner. Gerard 16 found in her 
14 Ibid~, p. 239. 
15 Ibid., p. 243 
16 Gerard, op. cit., pp. 48-58. 
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study tha t no consistent maternal attitude could be shown. 
In some cases the mothers, where the anuretic child was a 
girl, were affectionate kindly persons. In others, she 
states, they were irritable, semi-rejecting persons. The 
fathers in these cases were all very affectionate and fond 
of their daughters and in most instances obviously favored 
them. Some of the fathers, however, were found to be puni-
tive as well, alternating between the two. 
In the cases of the boys, Gerard found that the atti-
tude of the fathers varied although the majority were ambi-
tious for their sons, set high masculine standards for them, 
and were critical of the boy's passive behavior. The ma-
jority of the mothers were seen as rejecting persons and 
most of them were unconscious of their rejection, but their 
attitudes were revealed through their mechanisms of over-
compensation. They were over-solicitous and fearful of 
injury to their sons as well as constantly supervising and 
directing them. In several instances the boys were identi-
fied with a consciously rejected husband. 
17 Smith feels that bedwetters are more likely to be 
in parental disfavor than any other children. This is not 
so much due to the disagreeableness of their disorder as it 
is to the character of their parents. Whether the child 
were wet or dry, Smith feels, the parents would still hold 
17 Stevenson Smith1 Ph.D.! The Psychological Origin 
and Treatment of Enures~s, p. 3. 
him in disfavor. He goes on to say that although there is 
no definite proof that the parents of anuretic children 
taken as a group are more lacking than other parents in 
positive attitudes toward their children 1 clinical experience 
leads him to believe it to be true. 
Tensions, animosities, and misunderstandings exist 
in the homes of both enuretics and nonenuretics. 
Emotional barriers that separate child and parent 
are not peculiar to the domestic life of the bed-
wetters. Financial worries and lack of confidence 
in the future are found everywhere. It is not alone 
the parents of enuretics who are unhappy adjusted in 
their marriage and social relations. And yet it is 
these parental traits that keep bedwetters wet. There 
is the occasional bedwetter whose home offers excellent 
satisfaction to his spiritual needs. He is the child 
who responds most rapidly to direct conditioning tech-
niques. It is certain, however, that until a child 
feels inner security he is hard to cure and is always 
ready to relapse. 18 
Spock 19 states that the mother of the typical male 
anuretic is often a rather severe, dominating person, who 
finds it difficult to let her son develop independence and 
normal aggressiveness. Whatever her conscious wish, she 
impulsively blocks his efforts to become manly. The boy 
throughout childhood, reacts to the mother's domination 
both by staying babyish in some respects and also by re-
sis ting. 
In speaking of the type of enuresis that is persistent 
18 ~., pp. 13-14. 
19 Beniamin Spock, M.D., "Some Common Diagnostic Problems 
in Children" The Med ical Clinics of North America,Mayo Clinic 
Number, 1950, pp. 1085-1086. 
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from birth, English and Pearson 20 feel that often the mother 
is deriving unconscious pleasure from cleaning up after the 
child and keeping him a baby. The parent of the same sex 
is often seen as a severe person and the child unable to 
express aggression or show a normal psychosexual development, 
clings to infantile pleasures through enuresis. If his par-
ents reject him he is unable to get gratification from them 
to compensate for giving up wetting. In the other type of 
enuresis, that which has started after a dry period, the 
child's motive may be revenge against a parent whose love 
is sought but who does not return that love. English and 
Pearson feel however that the usual unconscious motivation 
for this type is an unconscious desire for sexual gratifi-
cation from the parent of the opposite sex. 
Most studies of enuresis include theories as to ita 
21 
treatment and these vary all the way from Bleyer who 
states that atropine and massage of the bladder were the 
only measures found to be effective in the treatment of 
22 
true enuresis; to Kanner who feels that the total child 
and not just the symptom of enuresis must be treated. Carry-
ing this further he feels treatment consists in the "adjust-
ment of personal and environmental difficulties with the 
20 English and Pearson, Common Neuroses of Children and 
Adults, p. 121. 
21 Adrian Bleyer, "A Clinical Study of Enuresis", Ameri-
can Journal or Dis~ases of Children, 36: 1928, p. 98~. 
22 Kanner~· cit., p. 243. 
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correction of faulty notions and practices." Direct work 
with the family is also notedas important. Kanner concludes: 
Whenever advisable, in restricting fluids to re-
lieve the vea leal tension and to decrease the urge 
to void; · in establishment of the dry habit through 
waking; in education and creation of ambition; and 
enthusiasm through the star chart; in the case of 
all physical ills; and in other additional adjust-
ments that the individual case may call for. 23 
n4 Spook ~ somewhat contradicts Kanner in the latter's 
approach to treatment by saying that since the mixture of 
passive babyishness and resentment against the parents, es-
pecially the mother, is the commonest background for the 
symptom, it is sound to get the parents out of the enuresis 
situation as far as possible. It should pe made a matter 
for the doctor and child to handle together. Spock advises 
parents to stop picking the child up in the evening, to 
stop keeping track of his wet nights, to stop trying to re-
strict fluids, and in other words to refrain from paying any 
attention to the enuresis. He points out, however, how dif-
ficult this is for the dominating kind of parent to do. 
25 
Smith offers three rules for parents with an enu-
retic child. 
1. Have a physician see the child to determine if there 
is a physical condition needing treatment. 
23 Ibid., p. 246. 
24 Spook, ££• cit., p. 1088. 
25 Smith, ££• cit., p. 23. 
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2. Do not use a training aid without professional 
supervision until you have radically changed 
yourself and your methods of dealing with the 
child. Remember that you have made the child 
what he is by being what you are. 
- ---
3. A change from a moralistic attitude toward the 
enuresis, to a state of being objective and 
realistic about it must take place. Determine how 
you can change your ways of thinking and acting 
toward your children to ways that will make the 
children more wholesome and more responsible. 
27 
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CHAPTER IV 
THE GROUP AS A WHOLE 
The purpose of this paper is to study the maternal 
attitudes in the fifteen cases selected and the results of 
the contact with the Providence Child Guidance Clinic. How-
ever, before presenting the eight cases illustrating the 
findings the writer felt it might be helpful for the general 
understanding of all the cases if some background material 
were tabulated. The major psychological test findings on 
the children in the study (Table I), their intelligence 
(Table II), their distribution according to sex (Table III), 
their position in the family (Table IV), their distribution 
according to age (Table V), and the duration of the problem 
prior to clinic contact (Table VI), are presented. 
TABLE I 
TEST FINDINGS 
IN THE 15 CASES STUDIED 
Finding Number of Cases 
Very Disturbed 8 
Disturbed 4 
Not Tested 2 
Tested but Degree of Disturbance 
not Given 1 
Total 15 
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In eight of the cases the psychologist noted that the 
child was very disturbed and in four cases the child was 
seen as disturbed enough to warrant clinic treatment. In 
one case the psychologist did not evaluate the findings in 
terms of dynamics. The significant thing to note is that 
twelve of the fifteen children were seen by the psychologist 
to be definitely in need of treatment. 
Table II is also taken from the psychologist's findings 
and shows the intelligence oft he children under study. 
TABLE II 
· INTELLIGENCE OF CHILDREN 
IN THE 15 CASES STUDIED 
Intelligence Rating 
Below Average 
Average 
Superior 
Not Tested 
Total 
Not functioning to Capacity 
Number of cases 
5 
5 
3 
2 
15 
8 
In the thirteen cases for which teat results were given 
it was found that eight of the children were not functioning 
up to capacity and in each instance it was seen that emo-
tional factors were preventing maximum performance. 
Table III shows the distribution of the fifteen cases 
according to sex. The heavy predominance of males in this 
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study is a somewhat larger percentage than has been found 
in other studies of enuresis but it does coincide to some 
extent with studies which found that enuresis is more preva-
lent in males than females. 
Sex 
Male 
Female 
Position 
First Born 
Second Born 
Third Born 
Youngest 
Only Child 
TABLE III 
DISTRIBUTION OF THE 15 CASES 
ACCORDING TO SEX 
Total 
TABLE IV 
Number 
12 
3 
15 
POSITION IN FAMILY OF CHILD 
IN THE 15 CASES STUDIED 
Total 
Number 
7 
3 
2 
1 
2 
15 
The writer made no attempt to study the relationship 
between position in the family and enuresis, but it is of 
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interest to note that nine of the children were either the 
first born or the only child. 
Table V shows the distribution of the fifteen children 
according to age at the time of referral. 
Age 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
TABLE V 
DISTRIBUTION ACCORDING TO AGE 
Number of Children 
1 
0 
0 
3 
4 
3 
1 
1 
0 
1 
0 
1 
As shown in Table V, the age at which the greatest 
number of enuretic children came to the clinic ranged from 
seven to nine with ten of the cases in that range. 
II 
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TABLE VI 
DURATION OF PROBLEM 
Duration (years) Number of Children 
1 3 
4 1 
5 4 
6 3 
7 1 
8 1 
12 1 
Unknown 1 
Total 15 
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Twelve of the fifteen children have been anuretic since 
three years of age, the age when toilet training is usually 
completed. In only two cases, excluding the one where the 
age of onset wa~ unknown, did enuresis begin after a dry 
period. Fourteen of the children had nocturnal enuresis 
and one child had diurnal enuresis. 
The writer feels it is now possible to enter into a 
more detailed discussion of the cases in relation to the 
maternal attitudes and the results of the clinic contact. 
Table VII is presented to show the major maternal attitudes 
for the group as a whole. 
- - -- -- -=~=-= ==---= --=-~ ---
TABLE VII 
ATTITUDES FOR THE GROUP AS A 
w-.tiOLE 
Attitude Number of Cases 
Rejecting 9 
Ambivalent 4 
Accepting 2 
Total 15 
As shown in Table VII the predominating attitude for 
the group as a whol e was one of rejection, appearing in 
nine cases. Four of the mothers were seen as ambivalent 
in their attitude and only two were accepting. 
The cases themselves apart from the· maternal attitudes 
fell into two distinct groups. Group I contained those 
cases where the client withdrew from treatment and Group 
II contained those cases where the contact was terminated 
by the clinic. Nine treatment cases fell under Group I 
and six cases under Group II. The major attitudes in 
each group were tabulated. (Tables VIII and IX) and the 
cases felt to be most representative of each group are 
presented in Chapter V. 
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TABLE VIII 
GROUP I 
ATTITUDES IN CASES WHERE CLIENT 
WITHDREW 
Attitude Number of Cases 
Rejecting 
Ambivalent 
Accepting 
6 
2 
1 
Total 9 
As shown in this table 1 six of the mothers who withdrew 
from treatment were seen to be rejecting of the child. Two-
thirds of the rejecting mothers in this study fell in this 
group. Two of the mothers were ambivalent toward the enu-
retic chi ld and one mother was accepting. 
TABLE IX 
GROUP II 
ATTITUDES IN CASES WF~RE CLIENT 
DID NOT WITHDRAW 
Attitude Number of Cases 
Rejecting 3 
Ambivalent 2 
Accepting 1 
Total 6 
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One-third of the rejecting mothers fell in this group. 
As in Group I two mothers were seen as ambivalent in their 
attitude toward the child and one mother was accepting. 
Table X is presented to show whether or not there was 
improvement in the enuretic child andjor the parent-child 
relationship during clinic contact. The terms 1 improved, 
unimproved are taken from the case records. 
Child 
Improved 
Unimproved 
TABLE X 
RESULTS OF CLINIC CONTACT IN THE 
FIFTEEN CASES 
Number of cases 
4 
11 
Total 15 
Parent-Child Relationship Number of Cases 
Improved 4 
Unimproved 11 
Total 15 
For the group as a whole four of the children showed 
improvement during clinic contact and in four cases the 
clinic felt there was improvement in the parent-child re-
lationship. 
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CHAPTER V 
CASE PRESENTATION 
Chapter V contains eight case illustrations of the 
three maternal attitudes noted, separated as they fall under 
each of the two groups. 
Case Presentation - Group I 
The following two cases illustrate mothers who were 
rejecting of the anuretic child. Neither mother was able 
to accept the enuresis as an emotional problem and both 
withdrew without having entered into a meaningful relation-
ship with the caseworker. 
Case of Robert Miller 
Mother was referred to the clinic by a physician and 
both father and mother came to the intake interview. 
Bob, eight, is the middle child in a family of three 
siblings with a brother, ten, and a sister, two. At 
intake his parents described Bob's problems as wet-
ting the bed about one night in three, being a year 
retarded in school, being difficult to manage, having 
temper tantrums, and blinking his eyes constantly. 
Mother said at school he is frequently insolent to the 
teachers, talks to other children, annoying the re-
mainder of the class, and is not interested in school 
work. At home he fights with his older brother, Ted, 
and is jealous of him. Ted is described as a ve~ 
quiet, well mannered, bright boy. 
At the age of two, mother said Bob spent ten weeks in 
a hospital with a fever ranging from 105 to 106. He 
was given blood transfusions by father and, according 
to mother, the fever was never diagnosed. In 1947 she 
took him to a physician because of his bed-wetting and 
an urinalysis was performed which was negative. 
Mother and father also brought out in this interview 
that Bob is very attached to the latter and frequently 
accompanies him on day trips. Bob gets along well with 
adults and relatives often want him to spend vacations 
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with them. "But of course because of his enureses 
we can 1 t let him do this 11 • 
In the specific area of Bob•s enuresis, mother was re-
luctant to accept it as an emotional problem although 
she made intellectual attempts at this. She said she 
felt badly about Bob and wants to help him in any way 
she can. She suggested that perhaps it is the a:fu.ool 
that is bothering him. She consistently tried to pre-
sent a pretty picture of herself and father and tended 
to place the blame on the school, a day camp Bob at-
tended, or on Ted. Mother wanted to know if all the 
doctors on the clinic staff were psychiatrists or if 
there were medical doctors too. The worker caught 
mother's feeling here of hoping a medical doctor would 
be seeing Bob, and would diagnose his enuresis as phy-
sical. The worker explained to her that the psychia-
trists have a medical background, and tried to help 
mother not to be fearful of having Bob•s problems diag-
nosed as emotional. Mother did not accept this very 
well. Throughout the contact she complained that there 
had been no change in Bob•s enuresis, although she said 
he wasn't blinking his eyes as much as formerly. She 
said at one point that she had resigned herself to the 
fact that his enuresis was an emotional problem, but 
gave the worker the impression she still wanted it 
treated as a physical problem. She said she could think 
of no reason why Bob should have enuresis. In the last 
interview she said she had read a book that stated that 
things like nailbiting and bedwetting were just symptons 
and not things to be anxious about in themselves. She 
said she agreed with the book that it is fortunate 
these symptoms do occur because then parents know there 
is some danger in the form of deeper problems. Follow-
ing this interview mother withdrew from the clinic. 
During the contact mother frequently contrasted Bob 
and Ted, saying that they are two very different child-
ren. Ted does well in school, is quiet, industrious, 
sensible with money and treats his toys well. Bob on 
the other hand is sloppy, noisy, troublesome, irrespon-
sible, and breaks his toys as soon as he gets them. 
She also contrasted Bob to father saying the latter 
has always tried to be a good father and husband and 
is always affectionate to the children. She said she 
can't understand how a good man like father can have 
a son like Bob. 
The psychologist's report in this case deals only with 
Bob's intellectual capacities and no discussion oft he 
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dynamics involved is given. He was found to be a boy 
of dull normal intelligence who will always have 
trouble in school. 
DISCUSSION 
Mrs. Miller was quite concerned about Bob's bedwetting 
but from the beginning was reluctant to accept it as an 
emotional problem. She stated that she wanted help with the 
problem, but felt the school, the day camp, or Bob's brother 
might somehow be back of it. But at the same time she was 
looking for a physical cause. Her inquiries about the clinic 
staff were seen by the worker as Mrs. Miller's feeling that 
Bob's bedwetting should be treated as an organic problem. 
Mother did not accept the worker's explanation of the clinic's 
approach to enuresis and became even more resistant. At one 
point she said she had resigned herself to the fact that it 
was emotional, but then defended herself by saying she could 
see no reason why he should be anuretic. In the last inter-
view she said she agreed with a book that said enuresis is 
a symptom of emotional problems, but it is interesting to 
note that she withdrew following this interview. 
There is much in Mrs. Miller's attitude to suggest re-
jection. Ted, whom she describes as quiet, industrious, and 
sensible, she identifies with herself. She sees Bob as be-
ing sloppy, noisy, and troublesome and she can't understand 
how a "good man" like father could have a son like him. Dis-
cussing his enuresis is merely one more way in which she 
38 
39 
j-= -- ·----oc --==~-===== ====c=- ~~~-=-=---= 
I 
I 
II 
brings out her hostility toward him. 
Case of Barbara Orms 
Mother called the clinic about her daughter Barbara 
following an article she had read in 'True Story' 
Magazine concern ing child psychiatry, which said in 
part that bedwetting is a problem requiring psychia-
tric help. 
Barbara, 9, has one sibling, Anthony, 7, and lives 
with her mother and father. At the beginning of the 
intake interview, mother told the worker that before 
she could tell her why she had come she would have to 
know how much coming to the clinic would cost. She 
said they couldn't possibly afford expensive care. 
The worker told her there would be no charge since the 
family was on relief. Mother then settled back and 
began to talk about Barbara. She wets the bed two or 
three times a night and has never been dry. At t he 
suggestion of a public health nurse mother said she 
limited fluids, but it did not help. Mother than took 
Barbara to a doctor who tested her urine and assured 
mother there was nothing physically wrong with the 
child. Barbara is also constipated mother said, but 
the doctor told her not to worry about it. She doe~•t, 
but said she is very worried about Barbara's bedwetting. 
When Barbara wets, mother changes her pajamas, puts 
another blanket on the bed and goes back to sleep. 
This makes a big washing for her she said and it is 
very difficult because of arthritis in her wrists and 
fingers making her unable to do all the washing. 
Mother informed the worker during intake that toilet 
training ·had been difficult. Barbara wet during the 
day until she was four and has never been dry at night. 
She soiled occasionally until she was four. Barbara 
sleeps with her brother who has been trained since he 
was five and mother said he hates sleeping in a wet 
bed and because of their small living quarters, no 
other arrangement can be made. 
At the close of the intake interview, mother asked 
the worker if the clinic wanted to keep Barbara for 
observation for awhile. The worker explained the 
clinic procedures and asked mother if she thought 
Barbara needed institutional care. Mother shrugged 
her shoulders and said she didn't know but said she 
was willing to do it i f it was necessary. 
----==-=..-~-
Because of the summer vacations, mother was not seen 
again until the fall. When she came in she said she 
had hoped that Barbara's bedwetting would clear up 
during the summer, but she still wets three or four 
times a night. 
Mother told with disgust of the huge washing she has 
and how she is unable to do it because of her arthritis 
and because she frequently has a stiff neck that lasts 
several days. She said she is thinking of going to a 
doctor but has not done so although she says Barbara 
and father have been seen at a city hospital several 
times and maybe she will go there too. She is also 
worried about Barbara's health. Barbara suffered a 
brain injury in an automobile accident two years ago 
and has s:lnce complained of headaches. Mother has a 
cousin who recently died of a brain tumor and mother 
feels that people in her family generally die young. 
Mother told of how she does her mother's housework. 
Maternal grandmother lives under the Orms and works 
in a jewelry plant. Mother goes downstairs each day 
and cleans maternal grandmother's apartment. She is 
glad to do this because maternal grandmother is pay-
ing for Barbara's piano lessons and mother feels she 
plays very well. Mother says she will be glad though 
when school starts and Barbara will be out of the house 
during the day because she disobeys her so often. An-
thony is much easier to handle and never causes mother 
any trouble. Mother also told in this interview that 
Barbara and Anthony had given her a pin for Motherrs 
Day but she never wore it until this interview because 
she thinks costume jewelry is junk. She quickly added 
however that it was sweet of the children tog ive her 
the pin. 
There was a change in workers at this point in the 
contact and mother was seen twice more. She talked 
almost exclusively about Barbara's bedwetting and 
her 11 sassiness 11 , bringing out how difficult Barbara 
is to manage because she is so "sassy" to her although 
she is not that way with father. Barbara cries when 
she doesn't get her own way and becomes extremely 
upset. This happens when mother punishes her by send-
ing her to her room. She used to spank Barbara but it 
did not a eem t o help 1 so when she read in a magazine 
that bedwetting was a problem that should be taken to 
a psychiatrist mother decided to contact the clinic. 
Mother contrasted Barbara's behaviour to her own child-
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hood. Mother was a very quiet child. Her mother was 
very strict and she was allowed very little freedom 
at home. When she became married she felt free f or 
the first time. Barbara was born during the first 
year of mother's marriage but mother denied that this 
interfered with her freedom. 
Mother can't understand how she could have two children 
who are so different. Anthony does just what she tells 
him to do, but Barbara is so sassy that mother is em-
barrassed to take her anywhere. 
Mother wanted to know how long she would have to come 
to the clinic and how long it would be before Barbara 
stopped bedwetting. The worker told her that in some 
instances it takes a long time and later in the same 
interview the doctor told her it might take a long 
time and one would continue to see Barbara for another 
month anyway. Mother then asked if the clinic was 
open on Saturdays because she hates to have Barbara 
miss school. When the worker told her the clinic was 
closed on Saturdays, mother said she would continue at 
her usual time. She called later in the week to say 
she wouldn't be coming in any more. 
The psychologist found Barbara to be a seriously dis-
turbed girl who shows evidence of overpowering anxiety 
beneath a good front, with suggestions of personality 
weakness bordering on pre-schizophrenia. Although her 
full scale I.Q. was only seventy-one, the Rorschach 
indicated a superior endowment. Retardation of alarm-
ing proportions was noted. Autistic and contaminated 
thinking is evidenced. The source of her conflict 
seemed to be the Oedipal period with much guilt about 
her desires and an inability to achieve the identifi-
cation with a rejecting mother that would help her re-
solve it. The psychologist felt she repressed all 
hostility but has found a regressive way of expressing 
it through enuresis. · 
The psychiatrist found Barbara to .be a very constricted, 
shy, somewhat frightened child and felt the mother-
child relationship was not good. 
DISCUSSION 
Mother showed in her attitude toward . Barbara many 
evidences of rejection, but was unable to verbalize this 
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1 attitude. In the intake interview she wondered if she 
should leave Barbara at the clinic and seemed to be willing 
to do so if it was felt necessary. It would seem her will-
ingnesa was not a desire to have Barbara helped, but rather 
a feeling that if Barbara were taken off her hands she would 
no longer have to put up with her enuresis or 11 sassinessn. 
·-
Mother was also quite disgusted with the huge washings she 
had to do because of Barbara's enuresis, and the difficulty 
it caused her because of her arthritis, which in some way 
might be unconsciously tied up with her relationship to her 
mother and in turn to Barbara. The unpleasantness connected 
with enuresis does not in itself constitute rejection, but 
where Mrs. Orms concern about the problem was mainly in 
terms of the hardship it caused her and follows her general 
attitude toward Sarbara, it would seem to be a revelation 
of her basic rejection. There are very few positive as-
pacts of the mother-child relationship. Mother prefers 
Anthony who is a 'good child and does just what I tell him 
to do'. Put the other way this means that Barbara is not a 
good child because the wets and is re-acting to an unloving 
mother by being 1sassy 1 i 
Mother withdrew from treatment when she found that 
Barbara's enuresis was something that could not be cor-
rected right away. 
The psychologist's interpretation of the Rorschach 
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reveals Barbara's underlying anxiety and guilt stemming from 
an unresolved Oedipal situation and her inability to iden-
tify with a mother who she feels rejects her. Her enuresis 
is seen as a regressive expression of hostility to her re-
jecting mother. 
Thes e two cases illustrate the six cases in Group I 
where the mother was seen as rejecting in her attitude 
towards the child. Both mothers were also seeking a physi-
cal basis for their child's enuresis, and were unable to ac-
capt it as a symptom of emotional disturbance, although Mrs. 
Miller made intellectual attempts at this. The next case 
illustrates a mother who was ambivalent toward her child 
and not too concerned over the specific problem of enuresis. 
Her major problem was of a marital nature with her former 
husband and she was unable to use the clinic for help in 
her relationship with her child. 
Case of Philip Diano 
Mother was referred to the clinic by a private treat-
ment institution that accepts on an in-patient basis 
children who are very disturbed with an emphasis on 
organic brain difficulties. Philip was found not to 
have an organic disturbance and the clinic was sug-
gested to mother. 
Philip, seven, an only child, lives with his mother 
and maternal grandparents. Mother and father are 
divorced and mother works in a laundry to support 
the family. 
In the intake interview mother began by saying that 
Philip has been very hard to get along with because 
of his unmanageable behaviour. She felt this might 
be her fault because she has always spoiled him. 
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Since he had no father, she felt she had to 'make it 
up to him'. Mother and father have been separated 
since Philip was one and one-half years old because 
mother could not put up with father's uncontrollable 
temper and drinking. 
Mother talked more about Philip's behaviour in this 
interview bringing out as an example a recent incident 
how Philip had made a scene about getting ready for 
school. When she came home from work mother decided 
to punish him by sending him to bed early. He fell 
on the kitchen floor and lay there in rigid silence 
for several minutes. Mother said she paid no atten-
tion to him but walked around him and let him lie there 
until he got up. She said he does this frequently. He 
also has a habit of rolling his eyes and it seems to 
mother that both these things occur whenever he is 
upset. 
In describing Philip's developmental history, mother. 
said she started toilet training right after he was 
born. A nurse gave her a little pot and showed her 
how to use it. She said she had no difficulty and 
never had all the diapers that other mothers have. 
However within the last year Philip has begun wetting 
the bed, sometimes twice a night. She then said he 
was a very clean and well behaved, orderly little boy. 
'Just what anyone would wish for'. · 
Mother also blames herself for Philip's difficulties. 
She feels it is because she is divorced. She said he 
wants his father, although every time he visits him 
he is worse when he comes back. She feels father is 
very upsetting to him because he makes many promises 
he is unable to carry through. Mother said she has 
explained to Philip that she and father are divorced 
because they can't get along, but he will not accept 
this and mother feels she has done too much explaining. 
Philip sometimes has tantrums following his talking 
with mother about father throwing himself on the floor 
and screaming 1 I want my daddy. I hate you.' This 
upsets mother considerably and she feels hurt, but at 
the same time she said she blames herself quite a lot. 
Mother brought out the difficulties she and Philip have 
living with her parents. She said he does not sleep 
well at night and has frequent nightmares and mother 
attributes his lack of sleep as being due to their 
living with her parents. Her father interferes with 
everything she says. He is always criticizing Philip 
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and feels his coming to the clinic is a waste of time. 
Mother said he attributes Philip's problems to mean-
ness. Maternal grandparents also try to play a central 
part in Philip's discipline at home. 
At the s~1e time mother said she doesn't want to leave 
her mother as maternal mother needs her and there are 
many positive sides to her being at home. She said 
she is very attached to her mother. 
Mother was unable to bring Philip to the clinic for 
his psychological testing appointment which was made 
for the week following mother's fifth interview and 
so he was brought in by maternal grandfather. Mother 
phoned several times following this to say that Philip 
was ill and therefore she could not come in. She was 
not heard from again and so the case was closed, 
marked MOTHER WITHDREW. 
The psychologist found Philip to be a boy of superior 
intelligence with some feelings of aggression and 
hostility. No interpretation of the tests was made 
in this case. 
The psychiatrist found Philip to be a physically well 
developed boy who is not spontaneous. She felt he 
missed his father very much but at t he close of t he 
case saw no relationship developing. 
DISCUSSION 
Mother did not seem to be very concerned about Philip's 
enuresis as a specific problem but was quite anxious about 
his general behaviour as shown through his temper tantrums 
and rolling of eyes. She was inclined to blame herself for 
his problems and felt this was tied up with her divorce from 
father and the fact that she and Philip were living wi th her 
parents to whom she has a strong tie. She is quite ambiva-
lent in all her relationships and while occasionally bringing 
out negative hostile feelings about father, Philip, and her 
parents, she feels threatened by these feelings and re-acts 
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by pointing out positive aspects or by putting the blame 
on herself. In doing so she punishes herself and s,eems to 
get some satisfaction from doing so. 
Mother related very easily to the worker and brought 
out a lot of material about her relationships. The worker 
supported her and gave her re-assurance on several occasions. 
The writer feels though that mother may have withdrawn be-
cause she found herself threatened by bringing out her nega-
tive feeling about her parents and Philip, and was unable 
to face this. She really wanted help with Philip's problems 
but was unable in effect to face her own problems in her 
relationships. · Her withdrawing from treatment was perhaps 
also due to maternal father's feeling that Philip should 
not come to the clinic and points up mother's strong tie 
with her parents upon whom she is dependent. 
How much of Philip's enuresis is bound up in mother's 
attitudes is difficult to say, but since he was not anuretic 
until mother's actual divorce there may be a growing feeling 
on his part of insecurity and a regression to an infantile 
level when he felt more secure, i.e., when he had a father. 
His temper tantrums also fit into this picture. 
The last case to be presented in this group is that of 
a mother who was accepting of her child but was extremely 
anxious about his enuresis. It is also of interest to note 
that this case and one other (an ambivalent mother) not 
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presented were the only two in this group where some im-
provement in the parent-child relationship was noted by the 
clinic. 
T 
Case of George Harper 
George, thirteen, is the oldest child in a family of 
three siblings, having two sisters age nine and seven. 
Mrs. Harper was referred by the School Department be-
cause of George's poor school work. At intake Mrs. 
Harper gave his problems as nocturnal enuresis and 
temper tantrums. The case was accepted by the clinic 
on a treatment basis and Mrs. Harper was seen eleven 
times by two workers with George being seen seven 
times by the psychiatrist. · 
During the first part of the contact Mrs. Harper showed 
a great deal of concern over George's enuresis, but in 
later interviews talked largely about her relationship 
with her husband and her mother. In speaking or George's 
enuresis Mrs. Harper said that when he was a baby she 
went by the book a great deal, because she wanted to be 
a perfect mother and have a perfect child. She began 
training when he was one year and he was completely 
trained at 18 months. He had no more trouble until 
he was twelve and then began to wet and now does so 
every night. Mother makes him wash his own sheets, 
but he frequently denies in the morning that he has 
wet, but mother examines the sheets and then he has 
to wash them. Lately ·he has been wearing his under-
wear to bed and wets these also. Mother thinks wear-
ing underwear to bed is just laziness on his part. 
Mother brought out that she has never told anyone about 
his wetting "because it is not the kind of thing you 
tell people about your own child.". However, recently 
maternal grandmother and sister found out about it and 
George was very upset. 
Mother is having a lot of trouble with George because 
he refuses to sleep on a rubber sheet. She said it 
humiliates him and he takes it off the bed. As a re-
sult he has soaked the mattress repeatedly ~nd it is 
becoming very "repulsive''· Mother made him a plaid · 
bathrobe for Christmas and George wore it to bed and 
"saturated it with urine". He then rinsed it out and 
hung it in the cellar where it "shrivelled up". Mother 
feels this showed he did not care about his bathrobe. 
If he had he wouldn't have got it wet. Mother also 
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mentioned that she had been studying his enuresis 
and feels that on days when he goes to bed feeling 
"grumpy" he does not wet. I.t he has been happy and 
on good terms with the family so that he kisses her 
goodnight, he invariably wets. 
Mother was worried about George's lack of sex education. 
She told her husband to talk with him about it but father 
refused. Mother felt this was because her husband is 
so ignorant himself about such matters. During the 
early part of the contact Mr. Harper told George one 
night to take his hands out of his pockets. George 
wanted to know why and father didn't answer him. Mother 
said she took this opportunity to talk with him about 
sex development and felt quite relieved afterwards. 
Mother talked a great deal about her relationship with 
father and brought out that she married him because he 
was the only one who could put up with her mother who 
she described as a very suspicious person who had 
ruined mother's sister's life and would have ruined 
hers if father hadn't taken her away. 
Mother felt that ..she and father got along better than 
the average couple. She told of the many arguments 
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they had, but said she had made up her mind that their 
marria*e was going to last. She was "going to stick 
it out'. Mother complained of father's lack of af-
fection for her or the children and his extreme passivity, 
but associated this with his childhood which she des-
cribed as deprived emotionally. Her own was that way 
she said and she doesn't want George to go through 
what she and father did. 
All of the foregoing came out during mother's inter-
views with the i'i rs t worker. · Near the end of the 
contact there was a change in workers, following which 
mother complained 'to the new worker that things were 
going very badly at home and she was having difficulty 
getting George to come to the clinic. Mother broke her 
next two appointments giving the above as her reason 
and when she did come in told how George refused to do 
anything. During the next interview for which she was 
quite hesitant about coming, she brought out that father 
has lost his job and she is looking for work. The next 
time she came in she was very upset because father had 
said he wasn't interested in her or the family any more. 
She had discussed divorce with him, but nothing was 
definitely decided. She then brought out that father 
had had nothing to do with her sexually f'or several I 
I 
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months and seemed to have no interest in anything. 
She said one night recently he stayed out until 1:30 
and mother was worried that he was not coming back at 
all. So she went to George 1 s room and told him a bout 
the problems she was having. George told her not to 
worry that they could manage together. 
Mother did not come in again but called twice to say 
George refused to come to the clinic. The last time 
she called she said she was sorry George wouldn't come 
to the clinic because it had helped him a great deal. 
He had gone a long time without wetting the bed but 
now he was doing so every night again and refuses to 
wash out the sheets. · 
The psychologist's report states that George is a boy 
of probably average intelligence. He is a seriously 
disturbed boy beneath the outer shell of compulsive 
defence. Strong guilt was noted and seems to stem 
from his feelings towards his parents. George has 
fears of loss of love stemming from his guilt and 
also fears of separation from his parents. 
DISCUSSION 
Mrs. Harper seemed to suffer a great deal from George's 
problems and to want help for him and for herself. She was 
hurt, puzzled and terrified by his enuresis and her anxiety 
was evident from the way she described her inability to deal 
with the problem. She was extremely anxious about all his 
problems and when a situation arose she sometimes turned to 
other sources for help. George's enuresis was of recent 
origin, and increased Mrs. Harper's anxiety. She was un-
able to cope with his problems and yet found herself in the 
position of being the one in the family who had to take re-
sponsibility for her children especially George. Father, 
who was described as a passive person who showed little 
interest in his children, was unable to assist Mrs. Harper 
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with George. A case in point was Mrs. Harper's having to 
talk with George about sex, an area where she had many con-
flicts herself as evidenced by her relationship with Mr. Har-
per. When Mr. Harper failed her, Mrs. Harper turned to George 
for support. 
The clinic felt Mrs. Harper entered into a good work-
ing relationship and was conscious of a need for help and 
was able to mobilize a good deal of energy in the direction 
of getting it. She was found to be an immature person who 
had difficulty in her relationships with men, but it was 
felt she gained some insight into her problem of immaturity 
and was beginning to have a more positive relationship with 
George. 
Mrs. Harper withdrew from the clinic following the 
break-down in her relationship with her husband. She ex-
pressed her decision to discontinue as being due to George's 
unwillingness to come any more and her decision to go to 
work. These factors were somewhat realistic but it might 
also be suggested that Mrs. Harper was finding new satis-
factions through George and was turning to him in a neu-
rotic fashion when Mr. Harper turned away from her. 
The clinic felt that George's enuresis was the re-
sult of an unresolved Oedipus revived during early puberty. 
He revealed much guilt over unconscious hostility toward 
both his mother and father and a fear of loss of love stem-
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ming from his guilt. There was marked improvement in his 
enuresis during most of the clinic contact but during ' the 
last interview Mrs. Harper said he was again wetting the 
bed every night. 
SUMMARY OF GROUP - I 
Group I contained nine cases where the mother withdrew 
from treatment. The major attitude was seen to be one of 
rejection appearing in six cases. The predominating atti-
tude in two cases was one of ambivalence and in one case ac-
ceptance on the part of the mother was noted as the predomi-
nating attitude. Where the major attitudes were adverse 
ones i.e. rejection and ambivalence it was found that the 
client was unable to enter into a meaningful relationship 
with a caseworker and withdrew from treatment with no im-
provement in the parent-child relationship and no lessening 
of the enuresis noted by the clinic. Some improvement in 
the parent-child relationship was noted in the one case 
where the predominating attitude was one of acceptance, but 
although there was a lessening of the enuresis during treat-
ment, the child was again anuretic when mother withdrew. 
Case Presentation - Group II 
The following two cases are of mothers who are re-
jecting in their attitude toward the anuretic child. Both 
mothers were referred to a family agency, one of them be-
cause the major problem was seen by the clinic as a marital 
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difficulty and the other because the mother was desirous of 
foster home placement for her child. 
Case of Henry Conery 
Mother was referred to the clinic by the pastor of 
her local church but was quite resistant about ac-
cepting the clinic. She demanded over the phone, 
that she see the doctor instead of· a caseworker since 
she felt the problem was with her and father and not 
with Henry. When the clinic function was explained to 
her she felt that Henry would not show his home be-
haviour to the doctor, and therefore she should see 
the doctor h~rself. The clinic was further explained 
to her in terms of the caseworkers getting a truer 
picture of Henry's behaviour from mother, and in turn 
passing it on to the doctor. Mother seemed to accept 
this and an appointment was made. 
Henry is a four year old child with no siblings. He 
is anuretic and has temper tantrums. .He attends 
nursery school. 
In the intake interview mother said she didn't know 
whether the problem was with Henry or not because 
she and father cannot agre·e on the way he should be 
brought up. When asked about this she said she had 
better start at the beginning. She said when Henry 
was about a year old he cried all the time, was un-
able to sleep, and would not eat. They finally took 
him to an osteopath, who said his brain was "pinched" 
at birth and, according to mother, straightened this . 
out by pressing certain bones in the back of his head. 
Mother still consults the osteopath frequently. After 
this Henry immediately changed for t he better. Soon 
after this mother enrolled him in a nursery school 
over father's objections, and went to work herself to 
pay the tuition. 
Lately, she said, father has become very irritable, 
and if Henry wants any affection father pushes him 
away, and won't have anything to do with him. Mother 
felt this was due to father's close relationship with 
his mother and his fear that Henry will grow up to be 
a 11 s issy 11 • ·rherefore father tries to treat him as an 
adult. Mother feels that paternal grandmother treats 
father like a 11 boy friend", and this irritates her to 
the extent that if it keeps up she will have tog et a 
divorce. She feels everything would be all right if 
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J they could only get away from father's mother. 
talked about how father would visit his mother 
then come home feeling very angry and cry. 
She 
and 
In the next interview mother said that father ac-
. cuses her of 11 babying11 Henry too much and had ob-
jected to her letting him wear an apron and help 
with the dishes. This made her angry and she does n't 
think letting Henry help her is babying him. She 
went on to say that this disagreement about the way 
to raise Henry was breaking up her home. She tied 
this up with paternal grandmother whoJ she said, 
broke up father's last marriageJ and now wants them 
to move in with her. 
In sweaking of Henry's enuresis mother said she had 
him sitting on the potty" at four months and he was 
good about using it. However, he still wets the bed. 
She said he does not wet when he sleeps with her, 
but she only lets him do this occasionally. Mother 
used to get him up every few hours so he wouldn't 
wet, but he was so grouchy she just lets him sleep 
and wet the bed. She said she wasn't worried about 
it, though, because he is still so young, but it 
makes father very angry. Mother is very hurt by 
t he way father treats Henry. He complains that 
mother is tieing Henry too close to her and yet he 
is pushing him oloser to her by his actions. Father 
won't let Henry help him fix things around the house, 
so mother lets him help her. She also feels he needs 
signs of affection and love but father doesn't a gree, 
so Henry turns ·t;o her. She added ·t;hat she loves 
Henry but gets tired of having the whole burden. 
Following this interview, the only one in which she 
discussed Henry's enuresis, the mother was not seen 
for a month because she was unable to agree on an ap-
pointment time when Henry could be seen by the psychia-
trist. vVhen she did come in she said things were g oing 
better at home as far as Henry is concerned. Mother 
had again taken him to the osteopath who had pressed 
certain places in his head to help him sleep better. 
She said he is no trouble in nursery school. She 
still complained about father and in the next interview, 
which was her last, she said she feels sometimes as if 
she were father's mother. She_ still felt there was 
nothing wrong with Henry, but that all the trouble 
was with her husband and herself. The worker therefore 
talked with her about using a family agency for her 
marital problems, and t old her that children do r eact 
to what is going on in the home. Mother seemed to 
accept the referral and later did go to a family 
agency. 
The psychiatrist found Henry to be a physically well-
developed, rather plain looking child. In his play 
with her he revealed restlessness and a short atten-
tion span. Benzedrine was recommended to mother but 
she did not continue with it upon recommendation of 
the osteopath. The psychiatrist did not feel there 
was any possibility of psychiatric treatment for 
Henry and assigned him to a caseworker, who saw him 
once. 
The psychologist found Henry to be a boy of probably 
average intelligence, whose score was only at a dull 
normal level, due to lack of co-operation, poor a t -
tention, and general hyperactive and restless be-
haviour. A recent brain concussion revealed poss i ble 
v i sual motor disturbances and an obvious .fear of re-
jection was noted. An attempt at control appeared 
based on a fear of what might happen to him. General 
immaturity was noted. 
DISCUSSION 
Mrs. Conery is quite rejecting of her son, speaki~g 
easily of how he has always been a problem to her. She 
complained that when he was a year old he cried all the 
time, was unable to sleep, and refused to eat. Mrs. Conery 
handled this by taking him to an osteopath who "pressed cer-
tain bones in his head". She felt he improved markedly af-
ter that. Her attitude toward Henry now is seen as ambiva-
lent feelings of overindulgence and overprotection as r e-
action formations against her unconscious hostility. She 
vaccilates between having him sleep with her and periods 
of showing him a great deal of affection, to having him 
out of the home during the day at a nursery school to the 
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extent that she went to work to pay the tuition. She has 
taken him to an osteopath on many occasions and felt the 
osteopath had saved her a great deal of trouble with him. 
She was unable to bring out any positive feelings for Henry 
and, although she was affectionate to him occasionally, it 
was because she felt he needed affection and not through 
warmth. 
Mrs. Conery saw the problem as being largely her re-
lationship with her husband and his relationship with Henry. 
In doing so she is projecting the problem away from herself 
and her relationship with Henry. She accepted referral to 
a family agency and followed through with it. This would 
seem to be the one positive aspect in this case, i.e., Mrs. 
Conery's desire to do something about an inadequate family 
situation. 
The psychologist's evaluation found Henry to have an 
obvious fear of rejection and to be quite immature even 
for his age. Marked aggression was noted, which H~nry 
tries to control. His enuresis may be a fixation at an 
anal level and an unconscious expression of hostility against 
rejecting parents. 
Case of Alan Green 
Mother and Alan were referred to the clinic by a 
family agency. The problem as referred to the 
clinic was enuresis, child feels persecuted, steals, 
temper, masturbation. Alan is a seven and one-half 
year old boy, the middle child of a family of five 
children ranging in age from twelve to six months. 
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He lives with father and mother and siblings in a 
home described by mother as a three-room shack con-
sisting of two bedrooms · and a kitchen. 
Mother showed a great deal of concern about Alan's 
problems but mostly in terms of the discomfort they 
cause her. She described him as being very selfish 
and having a "perfect nuisance" complex. He is greedy 
and thinks everyone is getting more than he does. 
Mother said he often resorts to stealing and will take 
money from the cupboard. In fact she said he just 
helps himself to anythinW he wants. Mother punis hes 
all the children if she can't find the culprit 11 • On 
one occasion some walnuts were missing and mother 
threatened the children with loss of supper if they 
didn't confess. She finally told Alan to put his 
hand on the bible and swear he didn't take them. Alan 
refused to do this saying he preferred to go t o bed 
without supper. In another interview mother again 
said Alan had stolen food and was forced to retire 
without supper. 
Mother also complained about Alan's nightmares, saying 
he wakes up screaming and disturbs the whole family so 
mother put him in the upstairs bedroom. 
In speaking of Alan's enuresis mother said she has told 
him if he stopped bedwetting he could come downstairs 
to sleep -so for five nights he stopped and then one 
night wet again. Consequently mother did not let him 
come down. She said strapping had not helped. Twice 
she had strapped him but said it did no good. The 
worker asked mother if Alan could come downstairs if 
he stopped and mother said she hadn't promised h~n 
anything yet but didn't think she could keep the 
promise anyway because three · of the children already 
sleep in the downstairs room. · 
Mother brought out that at one and one-half Alan had 
stopped wetting but then began again. She said the 
other children only needed a good strapping to stop 
wetting. She caught Gloria once wetting in the morn-
ing and said one good strapping did the trick. Gloria 
did not wet again. All the children had enuresis a 
rather long time mother said, but the others have since 
stopped. She described Alan as the one in every family 
who is difficult. 
Mother felt that Alan is belligerent to her as well as 
to everyone else. At the same time, she said he is the 
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only child who will hug and kiss her good night even 
after she has strapped him. If he is a good boy she 
does fool and play with him but then he can't stop. 
He wants to go on and the thing ends up by her having 
to strap him. She wanted to know what good it does 
then if she does try to be affectionate toward him. 
Mother spoke a great deal near the end of the contact 
of wanting to place Alan is a home because among other 
things he still steals food, fights with other children, 
and is teaching his younger brother bad things. 
Mother identified Alan in many respects to father say-
ing that he looks like him and acts like him in that 
they both steal and swear. Mother felt that father 
was rejecting of Alan's sister Gloria because she 
looks like mother and mother admitted that Gloria is 
her favorite. Mother felt that her marriage went 
along all right through the first two pregnancies 
and then father started going out with another girl. 
Her friends have told her she should leave him she 
said, but she doesn't want to do this because she 
has some feeling for him but does not like to do the 
things he does and does not like to go to bars with 
him. She complained that father spends most of his 
small earnings on himself and often lets her and the 
children go hungry. She also complained that she has 
to take the responsibility for the family because 
father does not support them adequately. 
In the psychologist's report Alan was found to have 
an I. Q. of 102 and a mental age of 8 years, 0 months. 
He was described as functioning at a low average level 
of verbal intelligence with indications that his innate 
level is somewhat higher. The Rorschach revealed a 
very disturbed boy with many conflicts and confusions. 
Deep-seated anxiety is evident and he reacts quickly 
to threats and dangers. The Rorschach pointed to the 
sexual area and to confused feelings about mother. 
DISCUSSION 
The major difficulty in the parent-child relation in 
this case appears to be an identification of Alan with fa-
ther to whom mother is extremely ambivalent. She describes 
Alan as not only looking like father but acting like him in 
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that he steals, swears, and lies. On the other hand , mother 
identifies herself with Gloria because she looks like her 
and because father has turned against Gloria. Motherts re-
jection of Alan is tied up with her feelings about father, 
since she sees in him all the negative aspects of her rela-
tionship with father. Near t he close of the contact mother 
spoke of wanting to have Alan placed in a foster home, be-
cause he continues to steal, fight, etc. 
Mother's concern about Alan's enuresis was not the an-
xiety found in a mother who is really desirous of seeking 
help with a disturbed relationship with her child, but was 
rather in terms of the discomfort it causes her. She spoke 
of having strapped him for it, since this method worked with 
Gloria. She was unable to bring out any positive aspects 
in her feelings about Alan, except that he is the only child 
who will show her any affection. But since this affec t ion 
arouses guilt and since there is probably seduction on her 
part involved in it, she handles this by once again turn i ng 
aga inst h im. 
Mother seems to project all the difficulty onto father 
and is unable to see her own part in Alan's problems, or in 
the poor marital relationship. There is some ambivalence 
toward father noted, however, because mother says s he d oes 
have some feeling for him, although her friends have told 
her she should leave him. 
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The clinic felt that Mrs. Green was not really as k ing 
for help but was getting satisfaction from complaining . It 
was further felt that she is suspicious and projects all t he 
diff iculty on her husband, seeming not to question her own 
methods. She was seen as being a very disturbed person and 
there was a question of paranoid trends in her personality. 
It was felt therefore that Mrs. Green could not benefit from 
casework and since she was desirous of foster home placement 
f or ·Alan she was ·referred back to the family agency. 
The psychologist's report found emotional disturbances 
to be interfering with max imum functioning . It also r~­
vealed a very seriously disturb~d boy with many conflicts 
and confusions. The Rorschach pointed to the sexual area 
and confused feelings about a rejecting mother. 
These two cases also illustrate the three cases in this 
study where the client was referred to another agency. In 
two of these cases the mother was seen as a rejecting person. 
Mrs. Conery recognized that she needed help in her mari-
tal relationship and accepted referral on that basis. Mrs. 
Green accepted referral because she was desirous of having 
her son placed in a foster home. 
In all three cases the psychiatrist felt the child 
could not benefit from psychotherapy at this time because 
of the seriousness of the family situation. 
The next case is of a mother who is ambivalent in 
., 
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her attitude toward her child. It is also one of the two 
cases in the study where the mother and child remained in 
treatment and were not referred. 
Case of William Cook 
Mother was referred to the clinic by a worker at a 
family agency who had talked with her privately on 
several occasions following a series of lectures 
given by this worker to a mothers' group. Mother 
had raised s.everal questions concerning William's 
enuresis, and the worker suggested the clinic to her. 
William, eight; is the elder of two children, the 
other, Caroline, is six. They are mother's children 
by the first of three marriages and live with mother 
and step-father in the home of the latter's parents. 
Mother told the worker at· intake t;bat she had called 
the clinic regarding her concern and her wish for 
help about William's enuresis. She felt that the 
symptomatic condition was all mixed up in her o~n 
situation. There were so many pressures in it for 
both herself and William that she was considering 
psychiatric help for herself too. She related that 
Vvilliam ·was completely trained at two, but a year 
later began to wet and has been continually anuretic 
ever since. He is very worried about this himself, 
is very ashamed, but is completely ,happy whenever he 
has a dry night. Mother felt that the circumstances 
themselves were suff'icient to bring on enuresis at 
three years. At that time she was having a great 
deal of difficulty with her first husband who was 
frequ~ntly abusive to her, something William saw and 
was terribly involved in. In addition mother felt 
people favored Caroline because she is so cute and 
William lfcame out second best''· Mother blamed this 
largely on paternal grandparents. 
Mother did not want to tell William he would be coming 
to the clinic because of his enuresis since he is so 
sensitive about it. She felt it best to tell him the 
doctor would like to help him with his unhappiness be-
cause he does have a lot on bis mind and is confused 
in his feelings and as close as she is to him she has 
not been able to help with his feelings. 
Mother's major concern was not centered around William's 
enuresis but rather her relationship with her husband 
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and her many fears about her own health, physical and 
mental. Prior to coming to the clinic she had been 
seen privately by a psychiatrist who felt she had many 
conflicts about sexual areas but at the same time had 
much strength and warmth. He further felt she was 
under a great pressure of anxiety because of her con-
flicts. During the clinic contact she was being seen 
by another psychiatrist who was working with her in 
these areas. 
Mother described stepfather as being very good to the 
children and as paying much attention to them. She 
felt, however, that he should not have to assume the 
additional expense of them since they were by mother's 
previous husbands. At the same time stepfather wanted 
to assume responsibility and was doing so. Ee had also 
applied to adopt the children legally and the case was 
pend ing. 
In discussing her relationship with stepfather she said 
he often does not come home from work until late. She 
was "all on edgett one night recently because he had 
not come home long after the time he said he \\IOUld be. 
She found out he was at his mothers helping her. Mother 
resented this because it seems to her that "mother al-
ways comes first". When stepfather did come home she 
cried because he had brought her nothing for Easter 
and had argued with him. But the next morning he 
made it up to her she said by buying her a cors age. 
Mother expressed concern about her own health and 
her fears regarding cancer. She had a hysterectomy 
some time ag o and is afraid she has a malignant tumor. 
The doctors told her there is nothing to worry about 
but she continues to do so. She has been losing weight 
and is. very tense most of the time. She feels her 
worrying a.nd tenseness effects William and Caroline 
and feels if she felt better herself she would be able 
to help William more. Mother said she has frequent 
spells where she shakes all over and her heart starts 
to palpitate. This has occurred since her hysterectomy 
and she feels it is a result of that. William gets 
very upset when she has these spells and during t he 
most recent one put his head on her chest and listened 
to her heart. She also has a great deal of menstrual 
diff iculty and is concerned about this. 
She discussed her own childhood bri efly, saying she 
had been very unhappy. Her father drank and frequently 
whipped the children. Her mother was very strict and 
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in mother's words did not understand or try to under-
stand the needs of the children. Even today her 
mother is very critical of her but mother is more 
able to talk back to her without feeling fearful. 
Stepfather was seen twice at the clinic 1 once with 
mother and once alone. He talked of the many jobs 
he has had and described himself as a good automobile 
mechanic. His desire, however, is to have a home .in 
the country and raise dogs because William and Caroline 
are too confined in the city. He felt there was s orne-
thing missing in his relationship with William and 
wants to get closer to his stepson. He spoke positive-
ly of mother but wishes she weren't so tense and could 
relax more. 
DISCUSSION 
Mother is a rather immature person with strong dependency 
needs that apparently were not met during her first two mar-
riages. It would seem moreover 1 that in her present marriage 
her husband is a somewhat passive 1 dependent person who com-
, 
pensates for this by being somewhat aggressive in his work 
relationships 1 as evidenced by the many jobs he has had 1 
having been fired from most of them fOI' arguing with his 
employers. At the same time he is very considerate of mo-
ther and her physical symptoms tend to create such a situa-
tion where he can give her care 1 concern and consideration. 
He is patient with her in situations where anxieties cause 
her to become faint and sometimes hysterical. In this way 
he meets some of her dependency needs. 
There would seem to be many positive aspects in her 
relationship with William, but there is ambivalence present 
because she sees in him a reflection of the responses she 
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received as a chilQ. She says he always comes out second l 
best and is not accepted by paternal grandparents. In Caro-
line she sees the responses she did not receive. 
The total situation is more of a marital problem and 
relationships within it, than a specific problem around 
William. However, in his own way, William has re-acted to 
the insecurity and conflicts within the environment as well 
as having problems in his identifications. He has known 
three fathers all during the time he was involved in the 
Oedipal situation which interferred with normal masculine 
identifications. 
At the termination of contact William's enuresis had 
disappeared. The psychiatrist felt there was still a 
somewhat disturbed relationship between William and his 
step-father, but his anxiety around mother's health and the 
danger of losing her had been overcome. 
The worker maintained a more or less supportive role 
with Mrs. Cook since she was being seen privately by a 
psychiatrist concurrently with coming to the clinic. She 
was able to express hostility towards her own parents and 
her husband and began to see how her dependency needs and 
insecurity were interfering with her relationship to her 
husband and son. 
The last case to be presented is that of a mother who 
was accepting in her attitude toward the child. This is 
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the other case in the study where the parent remained in 
treatment and was not referred. 
Case of Paul Fisher 
Mother was referred to the clinic by a sister-in-law 
who had suggested she take Paul to the clinic because 
of his enuresis. Paul is nine, and has two younger 
siblings, Janet, tour, and Robert, one and one-half. 
Housing and finances are considered adequate. Mother 
was seen for a total of sixteen interviews by three 
different caseworkers and Paul was seen regularly by 
a psychiatrist. 
Paul has been enuretic at night since age, two, and 
according to mother wets the bed two or three times 
a night and "will .actually be in a pool of water". 
He usually sleeps right through the night vv.ithout 
waking. Mother said she has taken him to several 
doctors who all reported there is no physical bas is 
for his enuresis. Mother talked of how hard it is 
for her because she has so much laundry to do ·and 
hasn't had a full night's sleep in years Qecause she 
has to get up several times a night to change Paul. 
She doesn't punish him because "I know he .doesn't 
realize he's doing it 11 • She finds it difficult not 
only because of the laundry but also because she can't 
take Paul on trips. Also she can't have nice bedding 
because Paul rolls h+roself up in it and it continually 
needs to be washed. Mother brought out in the intake 
interview that it is because of his enuresis she is 
coming to the clinic. Since she has ruled out any 
physical basis she wan~s to know what else might be 
wrong. Mother seemed quite desirous of gaining a 
better unders ta.nding of the problem and in the sixth 
interview said a friend of hers was trying to shame 
her anuretic child into not wetting, but mother 
feels that since Paul's enuresis is "subconsciously 
caused" she doesn't see how he can · consciously cor-
rect the difficulty. 
In a later interview mother began to wonder if perhaps 
she and father might not be responsible for Paul's 
enuresis. The worker asked her about this and she 
said she wasn't sure but felt there must be something 
wrong with what they have done. The worker went on 
to explain something of relationships and that it 
wasn't a question of fault or wrong. Mother became 
noticeably relaxed and went on to tell the worker how 
il 
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tense and nervous she is and how father is always in a 
hurry to get things done. 
As the contact continued Paul's enuresis showed con-
siderable improvement although it did not stop entiJ?el-y. 
Mother said she was . quite proud and happy about this · 
but could not understand why Paul didn't show the ssme 
enthusiasm. She had talked about it to some of her 
friends in front of Paul and he was embarrassed. Mother 
quickly changed the subject at this point in this parti-
cular interview and the worker felt it was because she 
was becoming aware of her own need to impose standards 
of perfection on her children that weren't realistic. 
This came out frequently during the contact. Mother 
was very _concerned about Paul's selection of reading 
material. She was opposed to his reading comic books 
because the English used in them is not instructive. 
Paul was given a copy of Robin Hood by an aunt but 
mother didn't want him to read this because she felt 
the material in it is too adult. She was also quite 
concerned about Paul's choice of friends and felt 
the language used in the neighborhood was harmful to 
him. 
Mother took an active part in most of Paul's activities 
and told how she was conducting a cub den in her cellar 
and supervised the children's games. She also brought 
out that she never praised her children for accomplish-
ments, except for their school work. In other areas 
she said she is always after them to ·do this or that, 
and it has gotten to the point where they don't even 
listen. But near the close of the contact mother was 
able to say that she finds herself telling the children 
what they should and should not do even when they are 
not doing anything, and she knows this attitude has 
nothing to do with them. She said she does not want 
to be this way. 
Mother talked quite a lot about her relationship with 
father and how she tries to keep up with him in many 
ways but can't and this makes her tense and nervous. 
If only father would relax ·and try to enjoy himself 
she would be better able to do so herself, she said. 
She loves to dance and have parties but father doesn't, 
and criticizes her for her dancing. She described him 
as being so inhibited he can't let himself go. 
DISCUSSION 
Mother was seen by two female workers and one male 
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worker. Her relationship with the two women was quite dif-
ferent from that with a male worker. With the later she 
remained on a superficial level and brought out very little 
feeling. She told one of the other workers that she had 
felt uncomfortable talking with the male worker and was 
unable to express herself. With the two female workers she 
brought out many of her feelings and maintained a positive 
relationship. 
Much of Mrs. Fisher's difficulties with Paul seemed to 
result from her fear of her inadequacy as a woman and a 
mother. She seems to be in competition with her husband 
and talked of how it makes her tense not being able to keep 
up with him. Her inability to accept a feminine role is 
further seen in her relationship with a male worker at the 
clinic. She does not feel threatened by women and related 
well to two female workers. She over-compensated for her 
feelings of inadequacy by considerable rigidity and adopt-
ing standards of perfection for her children. She placed 
many demands on P~ul and maintained strict supervision 
over all his activities, as seen by her concern over his 
choice of friends, the things he read, the cub den, etc. 
His enuresis is one area in which she has been unable to 
control him but when it began to improve she was pleased 
to the extent that she made an issue of it in his presence 
and couldn't understand wh:y he didn't adopt a similar atti-
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tude. The worker felt that as Mrs. Fisher was able to d is-
cuss her attitudes and confusions about her marita:l rela-
tionship 1 iand was reassured as to the naturalness . of her · 
confusion, she began to be more accepting and less rigid in 
all her relationships. In one of her last interviews Mrs. 
Fisher was able to say that frequently she realized now 
that she was getting after her children for no reason at 
all. As she became more accepting of Paul as a person in 
his own right, his enuresis improved. 
The psychiatrist felt at closing that Paul was very 
much better and attributed this to the understanding mother 
had gained into her own problems, and in turning her energy 
to helping Paul gain a measure of independence. 
S Ulvllv1ARY OF GROUP II 
Group II contained six cases where the conta ct was 
terminated by the clinic. In three cases the mother was 
referred to another agency and in two cases the mother re-
mained in treatment at the clinic. In one case the child 
was seen not to be in need of treatment by the psychiatrist. 
Three of the mothers were seen as rejecting the child, 
two were ambivalent, and one was accepting . Two of the re-
jecting mothers were refe~red to other social agencies, while 
the third rejecting mother's child was seen not to be in need 
of treatment. One mother who was seen as ambivalent, re-
mained in treatment and one was referred. The mother who 
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was accepting in her attitude remained in treatment. 
Improvement in the enuresis was noted in two cases 
and in the parent-child relationship in .the same two cases. 
In both instances this was where the parent remained in 
treatment. 
~+--
CHAPTER VI 
SUMMARY AND CONCLUSIONS 
As was stated in the first chapter, the purpose of this 
paper has been to study the maternal attitudes and the re-
sults of clinic contact in fifteen cases of enuresis seen 
at the Providence Child Guidance Clinic. 
Enuresis has been defined as a neurotic trait, a symp-
tom of insecurity and Lmmaturity, belonging to a large group 
of symptoms including excessive masturbation, nailbiting 
and thumbsucking. 
In each instance in this study, the children were enu-
retic to about the same degree of severity. The age of onset 
varied with twelve of the children being anuretic since three 
years of age, the normal period when toilet training is com-
pleted. Four-teen of the children had nocturnal enuresis and 
one child had diurnal enuresis. In all of the cases it was 
seen as an emotional problem as opposed to an organic dis-
turl)ance. 
A breakdown of the maternal attitudes for the group 
as a whole revealed that nine mothers were rejecting of 
the anuretic child, four mothers were ambivalent and two 
mothers were accepting. 
At the termination of contact with the clinic, four 
of the children were noted as having improved and eleven 
as unimproved. In four cases improvement in the parent-
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child relationship was noted and in eleven cases no improve-
ment in the parent-child relationship was seen. 
The cases were divided into two groups for further 
study. Group I consisted of cases where the mother withdrew 
from treatment and this occurred in nine instances. Group 
II consisted of cases where contact was terminated by the 
clinic and this occurred in six instances. In three of 
/' 
these cases the mothers were referred to other social agencies ' 
after a period of treatment at the clinic. 
Six, or two-thirds, of the rejecting mothers withdrew 
from treatment while two of the ambivalent mothers and one 
of the accepting mothers withdrew. Three of the rejecting 
mothers did not withdraw but in two instances were referred 
to other agencies and in the other instance the child was 
seen not to be in need of treatment. One ambivalent mother 
was referred while the other ambivalent mother and one ac-
cepting mother remained in treatment. The significant 
finding from this is that in only two instances in the fif-
teen cases studied did the mother remain in treatment with-
out withdrawing or being referred. 
In no instance where the major maternal attitude was 
one of rejection was improvement noted in the child or the 
parent-child relationship. Improvement was noted in both 
instances where the maternal attitude was one of acceptance 
and in two instances where the maternal attitude was ambiva-
lent toward the anuretic child. 
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The rejecting mother of the anuretic child would seem 
to be the one most resistant to clinic help since this was 
the major attitude in six cases where the mother withdrew 
and in two of the three cases where the mother was referred 
to another agency. 
Since the clinic's work with the child is directed at 
treatment of the total personality and not merely the symp-
tom of enuresis, it follows that work with the anuretic child, 
in order to be successful, will be of long term duration. The 
parents are generally not given advice as to how to handle 
this specific symptom, but are helped to go into all areas 
of the relationship with the child and other members oft he 
family, including their own parents and siblings. But the 
difficulty of clinic treatment for the anuretic child is seen 
when only two mothers in the study continued to use the clinic 
until treatment was completed, and in only four instances was 
their improvement in the parent-child relationship. 
In a study done at the Providence Child Guidance Clinic 
1 in 1950 on temper tantrums, treatment was completed in ten 
out of twenty cases, while in this study treatment was com-
pleted in only two out of fifteen cases. Because of the 
different problems involved no comparison can be drawn from 
1 Janet Bowmar, A Studt of Parental Attitudes in Twenty 
Cases Referred to the PCGCecause of Temper Tantrwns. The-
sis submitted to the Boston University School of Social 
Work, 1950. 
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this, but the writer feels it is of some significance, 
nevertheless, and probably requires further study. 
Of the fifteen cases included in this study, twelve of 
the thirteen children, who were tested, were seen to be dis-
turbed and eleven of these thirteen to be definitely in need 
of treatment. Nine mothers withdrew, however, before treat-
ment was completed. Some correlation between the significant 
maternal attitude .and the final disposition of the cases was 
also noted, with eight of the nine rejecting mothers includ-
ed in those cases where the client withdrew or was referred. 
In conclusion it can be stated that effective treatment 
of the child who is anuretic can only come about in so far 
as the parent is able to accept her part in the treatment 
·plan, both because the child is reacting to unfavorable 
relationships within the home, and because the decision to 
continue with the clinic or to withdraw is the parent's own. 
'~I(~~· 
Tiichard K. Conan t 
DQ a. I\ 
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APPENDIX 
Name 
Age 
Sex 
Parents: 
Occupation 
Nationality 
Age 
Health 
Attitude toward Problem 
SCHEDULE 
Mother 
Home Situation (Physical) 
I.Q.. 
Problem as Referred 
Father 
(Family Constellation) 
Relationships: 
Mother-Father 
Mother-Child 
Psychological Report 
Psychiatrist's Report 
Treatment 
Factors noted 
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